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N 002 1200-8-6 No Deficiencies

During the complaint investigation of complaint #
25446, # 25486, # 27499, # 27830, # 28142, #
27541, and # 27915, conducted on July 8, 2011,
through July 26, 2011, at the Life Care Center of
Red Bank, no deficiencies were cited in the
relation to the complaint Under 1200-8-6,
Standards for Nursing Homes.
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